There has been much emphasis recently on the need for the screening of heights of schoolchildren to identify at an early stage those whose heights are outside the accepted normal range so that, where appropriate, investigation can be undertaken and treatment begun.
We are dependent in all methods of screening heights and weights on the availability of appropriate standards. Standards for children of different ethnic origins or in different parts of the country may possibly vary. Eveleth and Tanner' and Marshall2 reported in detail population variations on the basis of many references. The former showed that at 4 years of age there is a range between the tallest and shortest European populations of 4 cm in mean height for boys and girls and 1 2 kg in mean weight for boys and 1*5 kg for girls. The changes were largely attributed to environmental causes but partly also to genetic causes. It is, however, difficult to define the relative importance of these factors. Marshall reported a 7 cm difference in stature of 6 year olds from the studies of four different ethnic groups of supposedly good socioeconomic backgrounds, but commented that this did not necessarily imply the same level of health and nutrition in all cultures.2 There are, however, few observations on growth variables of children of different ethnic origins brought up in Britain or in different environments within this country. Goel et al studied the growth of immigrant children in Glasgow, comparing Asian, African, Chinese, and Scottish children, and found that Africans were tallest and Scottish and Chinese were shortest, and also that Africans were heavier than other groups.3 Children born in Scotland were taller than those born in their country of origin, but, surprisingly, social class, living conditions, and diet bore little relation to growth. Arguably, from a screening point of view such minor differences do not matter, but nevertheless it seemed of value to examine the distribution of measurements of schoolchildren in a northern industrial city and compare these with the usually accepted national standards.
Subjects and methods
It is the policy of the City of Leeds for all schoolchildren to be measured in association with a routine medical examination some time during their year of school entry (around the age of 5-6). These observations are usually undertaken by school nurses at school, using techniques and equipment of varying precision. These The sample data were grouped in 0-1 year age bands and the 10, 50, and 90 percentiles for height and weight for boys and girls determined for each age band separately. As the total age range (roughly two years) was small the relation between the height or weight percentile and age could for practical purposes be considered to be a straight line described by the model: value at a given age=a+b (age -5-3), where a is the value at the central age of 5-3 years and b is the slope of the line.
The number of observations varied from one age band to another, as would be expected from the source of the data, and this was taken into account by fitting the above equation using weighted regression analysis with weights proportional to the number of observations in the age band. Such weighting is only approximate and will overweight values based on a small number of observations. Thus there seems to be some significant differences for these relations between the samples of Leeds children and the published values-for example, the median (50th percentile) weight of both boys and girls from Leeds tended to be slightly lower. The magnitude of these differences, however, is sufficiently small to be of little or no practical importance, except perhaps in the case of the 10th percentile for girls' weight where the difference between the data for Leeds and the Tanner curve seems to increase with age.
Moreover, the 95% confidence limits are underestimates, because of the approximations in weighting according to number of observations. At the extreme ends of the age range the Leeds percentile values are derived from small numbers of observations. The proband, first of the twins, weighed 2430 g (> 10th centile), the co-twin weighing 2130 g (<10th centile). The most striking features on examination of the proband were macroglossia, moderate sized exomphalos, and widely spaced nipples. No indentation of the ear lobules was noted. Early hypoglycaemia was managed with dextrose infusion, and the exomphalos was corrected within the first 24 hours of life. The second twin was of normal appearance but was small for gestational age. There were no neonatal problems. Examination of the parents did not reveal any ear creases, posterior pits, or divarication of rectus muscles, and they were not of large birthweight.
After initial catch up growth the second twin's growth variables at the age of 18 months continued along the 10th centile, and developmental assessment at that age was within normal limits. The proband had feeding difficulties related to her macroglossia, and partial glossectomy was eventually performed at the age of 17 months. Despite these problems her growth has continued along the 50th centile for height, weight, and occipitofrontal head circumference. At the age of 18 months her development was delayed by six months. No abdominal mass was detected at any time.
Investigations to determine zygosity showed both twins to be of blood groups A, rr. They were identical when typed for Kell, Fya, Jka, P1, and MNS. In the HLA system both were A 3, 30, B7, 13, and CW 7. The parents were also typed and the final probability of monozygosity was 0 995. Chromosomal preparations were made from cells cultured from peripheral blood of both twins and stained to reveal both C and G bands. No differences were observed in C band polymorphisms, thus supporting monozygosity, and no abnormality was detectable on any chromosome of either child. Chromosome 11 was particularly closely examined on prometaphase cells.
Discussion
The occurrence of Wiedemann-Beckwith syndrome in one of a pair of monozygotic twins is described with the affected twin showing the classical features of the syndrome-namely, exomphalos, macroglossia, and hypoglycaemia. The one previously pub- 
